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i:10.1016/j.ijsu.2006.08.001Abstract We present a case of a giant inguinoscrotal hernia reaching up to the patient’s
knees. It was only partially reducible but was not associated with any other complications.
It was treated by an inguinal incision and the reduction of contents aided by a small midline
infra-umbilical incision. The hernial sac contained loops of small bowel along with its
mesentery, appendix, cecum and ascending colon. The defect was repaired using prolene
mesh.
ª 2006 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.Introduction
Giant inguinal hernias are defined as those which extend
below the midpoint of inner thigh in the standing position.1
An older definition puts it as that bigger than the average
human head.2 Such giant hernias are uncommonly encoun-
tered in modern surgical practice. Not only they pose special
problems in management, but also they reflect the igno-
rance and neglect of potentially dangerous surgical problems
in developing countries, faith of the people in alternative
systems of medicine and to some extent, the inability of
modern medical facilities to reach the common man even
in heart of big cities like New Delhi. We are presenting
a case of giant inguinal hernia reaching up to the knees of
a patient with otherwise no other medical problems.11 26594574; fax: þ91 11
ail.com (V. Seenu).
6 Surgical Associates Ltd. PublishCase report
A 50-year-old door-to-door delivery man came to the
outpatient department of All India Institute of Medical
Sciences hospital with a progressively enlarging swelling
over his left inguinoscrotal region. He first noticed it 6 years
back but did not pay much attention to it apart from taking
some home remedies, as it was painless and reducible. As it
enlarged, he took some homeopathic treatment for the
next 3 years. It was only after the swelling interfered with
his daily routine and earning of livelihood that he sought
surgical relief and was referred to All India Institute of
Medical Sciences.
By then the swelling had already reached up to the
patient’s knees. He gave history of occasional partial
reduction of the swelling. He had problem in walking but
his urinating and defecating habits were normal. There was
no history of emphysema, constipation or prostatism and he
was generally in good health.ed by Elsevier Ltd. All rights reserved.
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inguinal hernia. Penis and right testis were visible but left
testis could not be palpated. A few dilated and tortuous
veins were present on the scrotum but the skin was not
excoriated or ulcerated. Preoperatively, respiratory exer-
cises using incentive spirometer were started. The need for
creating pneumoperitoneum was not felt.
At operation, the hernia was initially approached through
a standard transverse inguinal incision. When attempts to
return the contents back to the abdomen were unsuccessful,
an infra-umbilical midline 8-cm incision was given and loop of
small bowel with its mesentery, appendix, cecum and
ascending colon were delivered into the abdomen. The
hernial defect was closed using a prolene mesh. It was
possible to close the midline defect without undue tension
and no resection of the bowel or any reconstructive pro-
cedure of the abdominal wall was attempted.
Patient’s postoperative course was uneventful. He was
extubated in the immediate postoperative period and
respiratory exercises were continued till he was discharged
on third postoperative day without any complications.Discussion
Giant inguinal hernias present several specific problems.
The massive size of the hernia can interfere with walking
and doing routine work. Penis can be buried inside the
scrotum causing urine to dribble over the scrotal skin,
which is already congested by lymphatic and venous
edema, causing excoriation, ulceration and secondary
infection.3 Ipsilateral spermatic cord is greatly elongated
and prone to torsion. The testis is often atrophic. Since her-
nia attains a large size mainly because of neglect, other
neglected co-morbid conditions like COPD, prostrate hyper-
trophy, etc., might also be present. There might be history
of previous hernia repairs. Other complications include
intestinal obstruction, incarceration and strangulation of
the contents.4 Complications in giant inguinal hernias can
even be fatal.5
The contents commonly found in inguinal hernias are
omentum and small bowel, though stomach, cecum, ap-
pendix, sigmoid colon, urinary bladder, ovaries and even
the entire mesenteric small bowel and colon have been
reported.5e7 In our case, it was interesting to find cecum,
appendix, ascending colon and ileum in a left sided inguinal
hernia.
In general, the specific problems associated with the
management of such giant inguinal hernias are threefold.
Firstly, the loss of domain within the abdominal cavity leads
to difficulty in reduction of the contents. Diaphragmatic
splinting decreases tidal volume and vital capacity and can
cause respiratory compromise. Postoperative increased
abdominal tension heightens the risk of abdominal de-
hiscence. Secondly, as the hernial defect is large, the risk
of recurrence is high. Lastly, the large residual scrotal skin
might need excision for cosmetic reasons.
To decrease the bulk of the contents, two methods are
proposed. Moss has suggested the use of elemental diets to
reduce fecal residue and gastrointestinal secretions.8 How-
ever, a more effective and commonly used method is resec-
tion of parts of omentum, small bowel or colon.4,7e9For abdominal rooming, older techniques like phrenicec-
tomy,10 iatrogenic incisional hernia11 and musculoskeletal
flaps9 are no longer used. In 1947, Moreno had first described
the use of artificial pneumoperitoneum preoperatively in
ventral hernias. It has been used successfully in inguinal her-
nias as well,12 but some authors have reported an increase in
size of the hernial sac in place of abdominal cavity and hence
this procedure was aborted in those cases.13,14 Merret et al.
have managed a case of giant inguinal hernia by creating
a midline anterior abdominal wall defect, covering both
the hernial and the midline defect by marlex mesh and
then strengthening the midline mesh by a rotation flap of
the inguinoscrotal skin, which would have been otherwise
discarded.13 Mehendale et al. have managed a giant inguinal
hernia by debulking of contents by performing right hemico-
lectomy and small bowel resection and reconstruction of the
abdominal wall using marlex mesh and a tensor fascia lata
flap.4 Preperitoneal mesh hernioplasty for such giant hernias
has also been described.
Recurrence rate is high if such giant hernias are treated
by conventional repairs.15 Repair of defects without the use
of mesh graft has been described7,12 but most authors in
the recent past have preferred the use of mesh.
Excision of the redundant scrotal skin and reconstruc-
tion of neoscrotum has been described.1,16 However, con-
siderable shrinkage of the scrotal skin occurs because of
retraction of the dartos muscle. In addition it may be
safer to leave the skin intact as a safety precaution so
that if early postoperative severe respiratory compromise
occurs the contents can be temporarily shifted back into
the scrotum.4 However, for better cosmetic results, a sin-
gle stage1 or double staged13 scrotal reconstruction can be
planned.
Thus the management of giant inguinal hernia poses
unique challenges and careful preoperative preparation
and close postoperative monitoring is essential for its
successful repair.References
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